ABSTRACT Objective: To explore incidents of bullying and undermining among obstetrics and gynaecology (O&G) consultants in the UK, to add another dimension to previous research and assist in providing a more holistic understanding of the problem in medicine.
INTRODUCTION
Research on bullying and undermining in medicine concludes that the problem is widespread and pernicious in nature and underreported in National Health Service (NHS) units and embedded as an experience from the earliest days of a trainee's career. [1] [2] [3] [4] [5] [6] The impact on a victim's personal and professional life may range from a loss of confidence/depression, which subsequently impacts on a doctor's competence and the level of patient care provided, to destruction of health and family life, serious psychological damage and suicidal ideation. It can distract clinicians' attention from vital information which could in turn lead to serious or fatal errors, not only confined to operating theatres. [6] [7] [8] [9] [10] [11] [12] [13] Consequences for organisations include absences from work, low job satisfaction, high staff turnover, unnecessary additional financial costs. [8] [9] [10] [11] [12] [13] [14] [15] Individuals who raise concerns about problems in their organisation are often treated negatively and subjected to processes described as 'harrowing and isolating'. 1 7 Instances where individuals who raised concerns were treated positively, were found to be within organisations that promote '…a culture of openness, [had] a good knowledge of whistleblowing policies and procedures,
Strengths and limitations of this study
▪ The study is the first college-level investigation into bullying and undermining at level of senior physicians. It reveals a hitherto unknown incidence of consultants as victims rather than perpetrators, and the scale of the suffering that seniors cause each other. ▪ The large number of variables implicated: male/ female, UK/overseas trained, location, perpetrator, etc, made detailed statistical analysis problematic. Hence, there are no speculations on what might be the general case. ▪ It is probable that victims are over-represented in the sample. Hence, the study does not infer relationships applying to the wider population.
[ provided support for whistle blowers] during the process, and [maintained] good working relationships with colleagues'. 7 Management and leadership styles are known to influence bullying and undermining in the workplace and play a central role in increasing or decreasing such behaviour. 13 Yet the continued omnipresence of bullying and undermining in the health sector suggests that these best practices are not universal.
A number of interventions to control or stop bullying and undermining behaviour have been described in the literature, [14] [15] [16] [17] [18] although as Illing et al 13 point out trenchantly, few such interventions have been evaluated adequately in healthcare. Some interventions focus on the resilience of the victim, offering 'cognitive rehearsal of responses to common bullying behaviour'. 15 Assertiveness and aggression training programmes have been used to assist individuals to deal with difficult situations in the workplace. 16 Others include social and behavioural skills group training, inclusion of interpersonal skills in the training curriculum, and mentoring. 17 Institutional interventions enhance reporting mechanisms to facilitate reporting of bullying 18 and greater support for whistle blowers. 15 Such interventions are often supported by 'Informational or media campaigns to change policy [and] incentives to change/adhere to policies'. 14 18 Two things are evident however. First the majority of these interventions focus on the victim, or the organisation, rather than the perpetrator. Second, it is assumed, or inferred from the literature, that the victim needs such support because they have less standing in the organisation than the perpetrator. Thus, while studies of bullying and undermining of nurses by nurse managers and clinicians, and of trainee doctors bullied by consultants and managers are common, consultants themselves are seldom considered as victims. This paper seeks to fill this important gap in our understanding of bullying and undermining in the health sector.
The consultant as victim A UK medical consultant is a senior medical practitioner who has completed their training and is registered on the General Medical Council Specialty Register (usually requiring more than 8 years postgraduate experience in their specialty). They would have been appointed to their NHS consultant post in open competition. Consultant medical staff are often identified in studies as the main source of bullying and undermining, particularly towards trainees, but no published comprehensive study has examined UK consultants as victims. Consequently, the full extent of the problem and the impact on the personal and professional life of consultants is not known. This research aimed to reveal the extent, nature and consequences of bullying and undermining of obstetrics and gynaecology (O&G) consultants to enable a more holistic understanding. 22 Structured interviews, based on these finding, were carried out with RCOG consultants to develop and refine questions (see online supplementary appendix).
Consequently, most of the questions were closed answer questions-such as those asking those reporting that they had been bullied or undermined to indicate the status of perpetrator, types of offensive behaviour and age range. Other questions requested straightforward data such as region or job title. The exception concerned the part of the survey examining the effects of bullying and undermining behaviours that included freetext boxes. Participants used free-text boxes to comment on their experiences of bullying and undermining, and were asked how such behaviour impacted on their professional and personal life. The 236 comments considered were put into four categories, namely major, moderate, minor and coping. The comments were categorised by using key words mentioned in the survey responses. These are as follows: 1. Major-suicide, illness, sick leave, early retirement, moving or moved posts, depression requiring medication or therapy. 2. Moderate-struggle to work, fear, resigned from positions in the Trust, considering moving, stress requiring help, significant sleep disturbance requiring medical attention, relationship and home life problems, reduced confidence. 3. Minor-demoralised, sleep loss that has not been treated, isolation, stress but not affecting patient care, feel resigned, putting up, come to work to pay bills. 4. Coping-stand up to it, avoid certain individuals, getting on, head down, no effect. Individual consultants reporting bullying and undermining behaviours were classified according to their most significant impact.
Those that had tried to seek resolution through formal processes were also given the opportunity to write of their experiences in free-text boxes. A selection of the quotes has been chosen to illustrate the general dissatisfaction with process and outcome implied by the survey data.
The RCOG reviewed the survey before it went live and deemed that further ethical approval was not required. In addition to some personal details (although the survey was anonymous), respondents were asked about their experiences as a victim (if any), the nature and duration of bullying and undermining behaviours and the standing of the perpetrator. The effects on personal and professional life were explored, together with the experiences of using formal reporting and disciplinary processes.
The sampling frame was the roll of 2404 consultants within the UK generated by the RCOG membership department. Consultants were contacted via email and provided with a short summary of the research project and Rayner and Hoel's 23 taxonomy of bullying and undermining behaviours to ensure commonality. The email also contained assurances of anonymity and a web link to the survey that remained live for 3 weeks.
RESULTS
There was a 28% (664) response rate. Of those that responded, 47% (314) were male and 53% (350) female, over half were age 45-54 years (52%), followed by 55-64 (22%), 35-44 (22%) and 65-74 (3%). All deaneries/Local Education and Training Boards (LETBs) were represented by at least 20 respondents. Those completing their postgraduate training in the UK accounted for 98% of respondents and 78% were working full time. Some fifth (22%) of respondents were in Trust management roles (small numbers of respondents did not give details of location or age-these have been omitted from the summary here).
Since the questionnaire concerned bullying and undermining behaviour, it is likely that victims are overrepresented as a proportion of the sample since they may be more motivated to complete the online questionnaire. That said, some 290 consultants (44% of sample) responded that they had been persistently bullied or undermined. Between 19% and 45% of all respondents believed there to be a general bullying and undermining problem in their unit, depending on their location as defined by deanery/LETB. Non-UK males and females figured prominently in the sample of those reporting bullying and undermining behaviours, even though they were a relatively small proportion of the overall response. More UK qualified females report such behaviours than male UK qualified consultants. i These 290 that reported themselves victims of bullying and undermining behaviour constitute more than 14% of the total RCOG consultant body working in the UK. This figure is not dissimilar from that reported by Illing for levels of bullying elsewhere if one assumes that all victims have completed the survey. That is to say that even if response bias is accepted and the sample overrepresents the proportion of victims in the wider population, the data presented below nonetheless capture the experience of a segment of the RCOG membership usually thought of as perpetrators rather than victims. The data do not claim to be representative of a wider population of victims since the sample is self-selecting. Indeed, the diversity of experience reported here undermines the notion of a central tendency of victimhood.
Types of bullying and undermining behaviours
The types of behaviours most reported were persistent attempts to belittle and undermine an individual's work; undermining an individual's integrity; persistent and unjustified criticism and monitoring of work; freezing out, ignoring or excluding and continual undervaluing of an individual's effort. The sharing of emails (copied in or blind copied in), containing criticism or alluding to poor performance that should have been dealt with person to person seemed to be a subtle and effective strategy used by perpetrators to bully and undermine. Physical and sexual abuse was reported by only a very small number of consultants (0.4% and 1.8%, respectively).
Who are the perpetrators?
The survey sought to uncover whether perpetrators were individuals acting maliciously but alone, or whether they were bullying as a coordinated group. Some 2/3 of respondents indicated that the bullying and undermining was perpetrated by one or more individuals acting independently (112 reporting a sole bully, 92 citing more than one individual). When asked for the role of perpetrators, unprompted responses included lead clinicians, clinical directors, clinical secretaries, career grade doctors, patients, administration managers, general practitioners and board-level executives. The remaining 1/3 (86 respondents) who reported individuals acting maliciously together identified managers, senior consultants and medical directors as culprits. Victims report that most bullying and undermining is carried out by those senior or at least close in the hierarchy. Such colleagues as nurses, midwives, consultants from other specialties and managers are more likely to be involved where there are multiple sources of bullying than the sole perpetrator. Bullying from juniors, often called upward bullying, accounts for some 12% of those claiming to be victims of bullying and undermining (generally consistent with concerns reported by participants around feedback and training of challenging trainees).
Both males and females were reported as perpetrators, with 37% reporting predominantly males, 28% reporting predominately females, with the remainder citing both equally. It is clear that although this paper focuses on the consultant as victim, the key perpetrators are other consultants and many junior consultants have already learned these behaviours (see table 1 ).
Duration and frequency
Alarmingly, two-thirds of victims report that the behaviour had been occurring for longer than 3 years (see table 2 ). The strong assumption is that the sample proportions are close to the population proportions. Using a two-sample z test to compare sample proportions, the null hypothesis that men and women consultants are equally likely to report themselves as victims of bullying is rejected at p<0.001, as are the null hypotheses that UK trained consultants are equally likely to report themselves as victims as those trained abroad and UK trained women report these behaviours equally with non-UK trained women. The null hypothesis is accepted at p<0.05 when comparing the sample of consultants who have management positions with those who do not, and UK trained males with those trained abroad. That said the authors find no reasons, compelling or slight, to accept the strong assumption.
Not only are these behaviours longstanding, but they are also frequent. Of the 278 consultants who answered the question, 50% stated that bullying and undermining occurs on half, or more, of all encounters with perpetrators, with 13% reporting that all encounters lead to such behaviours. The impact on consultants' professional and personal lives is illustrated (see table 3 ).
As table 3 shows, two-third of consultants identifying themselves as victims of bullying and undermining suffer major or moderate effects as defined in the methodology section above. The significance for patient safety is clear. At least 8% of consultants registered with the RCOG have indicated that bullying and undermining behaviour causes them such problems as significant sleep loss, reduced confidence, depression and illness, for example. This alone should raise anxieties for patient safety and add to similar conclusions drawn by Francis 7 and Illing 13 among others.
Management of bullying and undermining/outcome of reported cases
When asked if the problem was being addressed, 73% of those who answered this question stated that it was not. Only 140 had reported the behaviour to the relevant individuals in their Trusts. Of these, 110 indicated the consequence; as shown in table 4 below. Out of the 57% who reported that the issues had not been addressed, 48% reported that the behaviour continued, while 9% reported that the behaviour had stopped (eg, after the perpetrator(s) had moved on to another role). In one typical example, the victim was told "this is how the [ perpetrator] speaks" and no further action was taken.
Rather than address the way the perpetrator 'speaks' through some intervention, the onus was placed on the victim to accept behaviour that should be considered unacceptable. Only 4% of cases were resolved. A selection of direct quotes from those believing that they had been let down by the formal reporting and disciplinary procedures are illustrated (see box 1).
CONCLUSION
A substantial proportion of the consultant members of RCOG working in the UK indicate that they have experienced bullying and undermining behaviour. In many cases, the behaviour has persisted for years. In addition to their own distress, patient safety is compromised by the effects identified in the taxonomy. Those that report such behaviours are rarely satisfied that the issues have been addressed. The situation is clearly unacceptable from every point of view. Such recent initiatives as the Royal College of Obstetricians and Gynecologists and Royal College of Midwives joint statement regarding zero tolerance ii 4 and new RCOG initiatives such as the bullying and undermining toolkit, eLearning module, and the establishment of National Workplace Behaviours Advisory Network & Workplace Behaviours Champions are to be welcomed. 24 Yet this research shows emphatically that the immediate situation is disturbing and unacceptable. Without wishing to diminish the importance of steps already taken, much more needs to be done by institutions on designing interventions that tackle bullying and undermining behaviours directly rather that those that seek to minimise consequences. Such interventions need to be both local, through healthcare providers, and national through colleges. Such interventions must include an overhaul of the current inadequate reporting and ii https://www.rcog.org.uk/globalassets/documents/careers-andtraining/workplace-and-workforce-issues/rcog-rcm-statementundermining-behaviours-oct-15.pdf investigation processes that not only leaves those who complain stressed by the process and unsatisfied at the outcome, but also deters others from complaining. What is more, both preventive and disciplinary interventions require effective evaluation and thought should be given to effective monitoring of the feedback through both established mechanisms such as the NHS Staff Survey but also more widely, potentially through the collaboration of colleges. The RCOG has developed an action plan for ongoing work to help tackle bullying and undermining behaviour at all levels. Finally, we would call for regulators such as the Care Quality Commission, via its leadership domain, to consider this agenda more explicitly given the impact on staff and patients.
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